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On December 20, 1915, the abdomen was opened. The tumour was redder than an ovarian cyst. There were some adhesions of omentum and cascum and the vermiform appendix was spread out over the mass. These parts were easily separated by rubbing and the tumour was gradually separated. It ruptured at one point where adhesions were not very firm and some greyish fluid escaped. There did not seem to be any definite base more adherent than other parts except at the side of the uterus. The outer edge of the round ligament was stretched over the upper right side of. the tumour as a band which was divided. The attachments to the uterus were close but offered no serious difficulty. The Fallopian tube was divided and appeared healthy. The remains of the broad ligament were drawn over the side and back of the uterus. The patient made an uninterrupted recovery and was discharged three weeks after the operation.
The specimen was set aside unopened for future examination and was, unfortunately, lost, but a well-developed child's hand protruded from a rupture in its wall. -Except for this and the colour of the part removed and the merging of the Fallopian tube in the tumour there was nothing to distinguish the operation from one for the removal of an adherent ovarian tumour. On the outside of the mass the position of three months there was a red vaginal discharge, and at the end of February the patient was sent as a case of degenerating fibroid tumour to the Leicester Royal Infirmary, under the care of Mr. Cecil Marriott. A large tumour occupied the pelvis and rose into the abdominal cavity. The uterus was recognized in the right iliac fossa with a sulcus between it and the abnormal mass. There was no uterine souffle and, of course, no foetal heart sounds. The breasts were small, flabby, and altogether atypical of pregnancy.
On opening the peritoneal cavity a mass was found in the left pelvic region rising up into the abdomen and pushing up the sigmoid flexure which lay along its upper surface, being very adherent for about 12 in. and disappearing into the pelvis on its extreme right side. The uterus was considerably enlarged and pushed out of the pelvis to the right. The mass was easily shelled out from the pelvic wall and freed from the sigmoid and uterus with some difficulty, many vessels requiring to be ligatured at the attachment to the uterus. It was difficult to be sure about the relations of the parts, but the placenta seemed to be attached to the left side of the uterus and to the back of the broad ligament. The mass appeared to be between the layers of the broad ligaiient. The Fallopian tube lay upon the upper surface of the tumour. It was a little swollen and curved round rather acutely towards the uterus. The left ovary was not seen apart from the specimen. This consists of a sac which has beeni opened and a foetus attached to the placenta. The feetus shows signs of decomposition in the peeling of epithelium from its back. It is much distorted, but possibly this is due to pressure only. The amniotic fluid, of which there was no very large quantity, was of brownish colour. The sac is well developed except where it covers the placenta. At this part it has been separated over a considerable area.
The patient has made a good uneventful recovery. The specimen has been presented to the Royal College of Surgeons.
DISCUSSION.
Dr. ARTHUR GILES: Mr. Gordon Ley's paper has involved a considerable amount of work, and the statistical tables will be of permanent value. I shall confine my observations to three points:-
(1) The Ways in which a Full-timne Extra-uterine Preqnancy can occur.-My own view is that every case begins as a tubal or an ovarian pregnancy; I am sceptical as to the possibility of an oosperm dropping free into the peritoneal cavity and developing there. When a gravid tube ruptures the sac 1Di8cussion on Extra-uterine Pregnancy may be extruded towards the peritoneal cavity, resulting in what I regard as a "primary abdominal," but what Mr. Ley has described as a " secondary abdominal" pregnancy. If the rupture takes place into the broad ligament, a mesometric pregnancy occurs and may go to term as such; on the other hand, there may be a secondary rupture into the peritoneal cavity, resulting in a true " secondary abdominal" pregnancy. Another possibility is a tubal abortion of such a character that the sac is extruded from the fimbriated end of the tube without disturbance of the placenta. This is probably the mode of origin in a case that I recorded in the Obstetrical Transactions for 1905. At the time of the operation it appeared to be a mesometric pregnancy; but on examination of the specimen later by the Pathological Committee of the Obstetrical Society, the tube and mesosalpinx were found almost unaltered; and the sac lay external to the ovary and the tubal ostium, between the broad ligament and the lateral pelvic wall. As a rule, the surgeon in these cases has little leisure or opportunity to identify the precise anatomical relations; he will be much more concerned to get through the operation as quickly and safely as possible.
(2) Diagnosis.-I quite agree that in some of these cases the diagnosis is most difficult. In others it is conspicuously easy. Before full-time a diagnosis may be suggested by two points; the first is an abnormally easy palpation of the fcetus, in cases where it is lying free in the abdomen, covered only by the amnion. Such was a case in which I assisted Sir John Bland-Sutton at the Chelsea Hospital for Women; the child was lying free enough to clutch the mother's intestines. Sir John recorded the case in the Obstetrical Transactions for 1903. The second point of diagnosis is resonance over the front of the abdomen right down to the pubes. This feature will never occur with an intra-uterine pregnancy; and it was very noticeable in my own case.
When spurious labour takes place, the diagnosis seldom presents much difficulty.
( 3) since he has found that no fewer than 46 per cent. of extra-uterine children presented some deformity; and of those born alive 18 per cent. died within a few weeks. The fcotus is not, therefore, of such value as a " prospective citizen," that it is worth while submitting the mother to increased risk to save the child. Dr. Handfield-Jones, in discussing my specimen mentioned that he had two children delivered alive, but both the mothers died. It appears to me to be demonstrated both by experience and by Mr. Ley's figures that it is safest for the mother if operation be delayed a few weeks after the child's death.
In conclusion, the variety of the conditions found justifies the warning that a surgeon who meets with an easy case must not too lightly assume that the next will be equally easy. Such an operation as Mr. Ley's second case, where the sac and placenta had to be removed before the primary vessels supplying them could be got at and secured, is among the most difficult and dangerous operations in surgery.
Dr. HEDLEY: I think the greatest danger in dealing with cases of full-term extra-uterine pregnancy is from haemorrhage, and in comparison the danger of infection of the dead ovum is small. In midwifery the general rule is to consider the mother's life first: I therefore feel that operation in these cases should not be undertaken until two or three months after the death of the child unless there is some very urgent reason. By waiting two or three months after the placental circulation has ceased there are good grounds for hoping that thrombosis will have taken place in the maternal vessels supplying the placental site, and this certainly is so in the majority of the cases recorded. In cases which have to be operated upon while the child is living or soon after death I should advise leaving the placenta behind and closing the abdomen unless the placenta was attached in a position favourable for ligature of the vessels leading to its site.
Dr. FAIRBAIRN: I have operated on three cases of advanced extra-uterine gestation. Of these, two were fatal, and in one both mother and child survived.
As the first is reported in full in the Journal of Obstetrics and Gyniwoology of the British Empire, 1906, x, p. 599, I need only say that six weeks after term the mere separation of the edge of the placenta was followed by bleeding so severe that the patient was sent back to bed with the abdomen stuffed with gauze and towels and that she collapsed and died shortly after a second attempt to remove the placenta, made a week later, and with precisely the same result. The second case (in 1911) was not full time but about seven months, and here again the patient collapsed some four hours after operation as the result of the severe hemorrhage which had occurred during the separation of the placenta. The sac was adherent to omentum, intestine and fundus uteri, the placenta being anterior. The abdomen was reopened as the patient's condition suggested further hoemorrhage, but none was found. The third case (in 1913) I will record more fully. The patient was a woman, aged 28, who had had one child at the age of 18, had been a widow for seven years and remarried in 1912.
She had no history suggestive of salpingitis or other pelvic trouble. Her last period was in November, 1912. In December and January she had morning sickness and swelling of the breasts, attacks of epigastric pain but no history of pelvic pain. In May and June there were three slight losses of blood, and with the last what she thought were labour pains. At the end of June a doctor was called in who sent her into St. Thomas's Hospital. On admission she was found to be somewhat emaciated and had been vomiting for some days. She had intermittent fever up to 102°F., pulse-rate 116 to 124, some albumin in the urine but no blood. There was a Bacilluts coli infection of the urine. The foetal parts as felt per abdomen did not suggest an extra-uterine pregnancy and her condition was at first thought to be a pyelitis of pregnaney. The vomiting continued, rectal salines were not retained, and abdominal distension became marked. Vaginal examination at once raised the suspicion of the pregnancy being extra-uterine, as though the body of the uterus could not be accurately differentiated, foetal parts could be made out behind and below the cervix. On the fourth day after admission (July 1) the continuance of the vomiting with abdominal distension was suggestive of intestinal obstruction and together with the marked deterioration in her general condition made it clear that something would have to be done at once. Examination under ana,sthesia made the diagnosis clear, the body of the uterus being identified in front of the foetus. This was confirmed when the abdomen was opened, when the uterus was found to be nearly the size of a four months' gestation; behind it and to the right and apparently enclosed in the right broad ligament was the sac containing the fcetus. The sac was opened and the fcetus removed. The placenta was situated on the right broad ligament, a small portion only extending on to the postero-lateral pelvic wall. HIemorrhage was easily controlled arnd the sac was removed by clamping and ligaturing the broad ligament. Some ha3morrhage from the area of placental attachment not the broad ligament was controlled by underrunning it with sutures. A plug was left in to control some oozing which continued. Intravenous saline infusion of 3 pints was given during the operation and the patient left the table in fair condition; pulse-rate 120. The child, a rpale, weighed 3 lb. 14 oz.; respiration was soon established after a hot bath. From examination of the sac it appeared that the pregnancy had been primarily tubal and either had ruptured intraligamentarily with a secondary rupture into the abdomen or had been extruded from the tube and obtained a secondary attachment to the broad ligament. The patient's convalescence was retarded by the Bacillus coli, pyelitis and cystitis, but she left the hospital in good condition on August 15 with her child now weighing 6 lb. 9 oz. The child was watched for a year in the baby clinic and developed normally. From this small experience I would say that the old instruction to wait for the death of the child is useless: the most straightforward of my cases was the one with the child that survived; the most difficult the one in which the child had been dead for six weeks.
The trouble depends almost entirely on the situation of the placenta. When the sac and its attachments can be ligatured and removed the operation is straightforward. When the placenta has to be separated from some irremovable part the bleeding, even two months after the death of the child, may prevent the operation being completed.
Dr. F. J. MCCANN: It would be easy to formulate rules for surgical treatment if the exact conditions met with in the abdomen were known before the actual operation. There are, however, two important principles which should be followed-viz., preliminary ligature of the chief vessels supplying the placenta and fcetal sac, and rapid separation of the placenta. In one of my own cases the hnmorrhage would have been difficult to control if these principles had not been followed. The ovarian vessels were ligatured high up, a clamp was placed close to the lateral border of the uterus, and a large artery coursing down the posterior wall of the uterus towards the 'placenta was ligatured. The placenta was then rapidly separated from the floor of the pelvis and the sigmoid colon, and a gauze pack at once introduced to arrest the bleeding. The bleeding from the colon was arrested by over-stitching with catgut, thus infolding the raw area on the wall of the bowel. The placental sinuses bleed freely when the placenta is partially separated, or when they are partially torn, whilst if the placenta be rapidly removed in its entirety, it is remarkable how soon the bleeding ceases. Many examples of extra-uterine foetatton are described as being intra-ligamentary or broad ligament pregnancies. I do not say that rupture into the broad ligament may not occur, but it is relatively rare. It is easy in the hurry of an operation to omit to observe accurately the anatomical relations of the foetal sac, and to assume that its position is between the layers of the broad ligament. In many of the recorded examples the fcetal sac was removed without difficulty. If the sac had really developed between the layers of the broad ligament there would have been considerable difficulty in its removal. These sacs have false capsules comparable to what is found in certain "broad ligament tumours," and the broad ligament is stretched over them like a hood. This arrangement favours enucleation, and I have actually seen this false capsule in process of formation. Mr. Gordon Ley has referred to an example of abdominal pregnancy which I have recorded, and which I believe to be an example of primary abdominal pregnancy. It is interesting to recall the fact that the older writers believed in the existence of both ovarian pregnancy and primary abdominal pregnancy. Now the existence of ovarian pregnancy, although denied for many years, has. been conclusively confirmed by numerous observers. I believe that this will also be true of primary abdominal pregnancy. Mr. Gordon Ley further asks for information regarding the rush of "waters " associated with the onset of false labour in my case.' This was liquor amnii and not urine, and in all probability it had escaped through the patent Fallopian tube or tubes as a result of the violent uterine and probably tubal contractions associated with the false labour.
Dr. LAPTHORN SMITH: My operative experience of extra-uterine gestation is limited to fifty-five cases, three of which died and fifty-two recovered. My invariable rule has been to operate the very day and in some cases within an hour of a reasonable evidence of the condition being present,-which in most cases was a furious abdominal heamorrhage. One of my cases, not included in the above because not operated on; occurred in my first year of practice in I Proceedings, 1916, ix (Sect. Obst. and Gyneecol.), pp. 109-115. at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from 1Discussion on Extra-uterine Pregnancy a woman in whom labour was going on violently at the expected date. The empty uterus could be felt quite distinctly as well as the child's head pushing it to the right. Upon my telling the people why the baby could not come and asking for a consultation with an older man, I was promptlv dismissed from the case. Another practitioner who at that time had never heard of such a thing, told them that there was nothing the matter, and the patient actually got smaller a'nd smaller for several years, when I lost sight of her and she could not be traced. The second case, not my own, which made a great impression upon me, occurred some twenty years later. One of my hospital colleagues, a clever yotng general surgeon, operated in the case, which was that of 'a full-time extra-uterine, in which the child was alive. The mother was most anxious to save the child. The abdomen was opened under modern methods, and in a few minutes the child was lifted out without any more difficulty, and, indeed, with less difficulty than in doing a CEesarean section. The placenta, a large one, was adherent to many coils of small and large intestine, and not at all to the broad ligament. The blood supply of the bowel was enormously increased. If he had left the placenta alone, after tying and removing the cord and tying the marsupialized membranes or sac and quickly closed the abdomen, the woman would probably have been alive to-day. After the removal of the child, which was the main object, she was in splendid condition. But he had not learned one of the most difficult things in abdominal surgery-namely, to know when to stop. He began to detach the placenta. In a moment the abdomen was filled with blood. It was too late to stop, and he went on thinking that, as in the case of placenta prawvia, the bleeding would cease when detachment was complete. But there was no contracting uterus to close the gaping sinuses, and in spite of packing and efforts to replace the lost blood, the poor woman made a tragic ending on the operating table. Why with such a case before our mind's eye should we deliberately increase the mortality from 5 to 95 per cent., just for the sake of extracting the placenta? It has been th6re for nine 'months, why not leave it there a few months longer or altogether ? As a means of packing enormous sinuses which have no power to close themselves what better plug can we use than the one which has done the work so well for all those months? What will happen to it if the operation has been done under modern asepsis? We know quite well from the hundreds of lithopadions to be seen in museums all over the world.
The child and the placenta in time become mummified, because the peritoneum has a certain digestive or absorptive power, and gradually drinks up every scrap of moisture and perhaps absorbs some of the organic structures. The placenta is a part of the child, not of the mother, and as soon as the cord is tied the child's heart ceases to send blood into it, and in sympathy the mother's heart emits less and less blood into the coils of intestine which were feeding her offspring. The vascularity of the whole area diminishes daily, and at last may be so slight that an appeal must be made to the omentum to send a few minute blood-vessels into it, as in the case of a twisted ovarian cyst which is absolutely cut off from its blood supply, and which I have '186 at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from Section of Obstetrics and Gynacology f87 several times removed without tying a single artery. To my mind there is only one thing to do, get in, and get' out with the baby as quickly as possible. And there is only one thing not to do, namely, to start a haemorrhage which we know beforehand there is no means of stopping as long as the heart can beat.
Mr. GORDON LEY (in reply to Dr. Arthur Giles): I cannot understand Dr. Giles's aversion to primary abdominal gestation, to which I can see no histological objection. In my study of the literature I came on several cases of which no other explanation was possible. In one, uterus and tubes were normal, the ovum being embedded between the liver and stomach; in another, in front of the left kidney. I do not feel that the leaving of the placenta in the abdominal cavity, with closure of the sac over it and of the abdomen is an ideal operation. I found only three cases in the literature in which this had been done, and in one. of these the sac bad to be drained per vaginam at a later date. The risk of leaving a dead structure, possibly infected, in communication with large blood sinuses, is considerable, and it is better to marsupialize the sac and pack with gauze.
